
common factor is still hidden and promises to
remain so until further chemical research opens
the door to a more complete understanding of
metabolism.

Acetone alone I believe to be an insufficient
cause of this condition. Other substances seem
to appear progressively with an increase in the
severity of the symptoms: first, diacetic acid; then,
beta-oxybutyric acid, and it is possible that in the
near future other fatty acids will be detected. Be
that as it may, acetone should be well regarded
as a danger signal and the warning forerunner of
a threatening condition much more serious in
character.

-r*-

Reports of Societies
WINTER MEETING OF THE NEW ENGLAND

BRANCH OF THE AMERICAN UROLOGICAL
ASSOCIATION.

Boston Medical Library, Feb. 4, 1908.
President, O. C. Smith, M.D., Hartford, Conn.;

Secretary, R. F. O'N 1:11„ M.I >., Boston.
Demonstrations of Specimens ano Reports of

Casks.
8pecimkn of a very large sarcomatous kidney

from a child.

Du. F. t!. Kidnf.u: This specimen is one of the many
types of sarcoma Of the kidney. It was taken from a
much emaciated child three years old, anil weighed 4J
pounds when first removed. The family being Poles,
the past history of the case is almost unknown; but
the tumor seems to have been noticed about a year.
It was taken out a week before Christinas. The child
was sent home three weeks later, and since then has
gained in weight and is improving rapidly.

Microscopically it shows an unusual form in that it
is less cellular than most of the sarcomas. In parts it
shows tissue resembling smooth muscle. In other
parts it is typical fibroma. In still other parts it
becomes a spindle-cell sarcoma; and in certain limited
areas it has the characteristics of a round cell sarcoma.
And scattered through the tissue are numerous glands,
probably of the same origin as those of the endoinetrium.
These glands are common in the congenital kidney
tumors. The specimen has seemed to me very interest-
ing on account of its size, being larger than the adult
liver and its varied structure. Nowhere was any true
kidney tissue found.

EPIDIDYMECTOMY FOR TUBERCULOSIS.

Dr. C. G. Cumston: This epididymis was removed
for tuberculous epididymitis. It is, both in shape and
size, like a small pus tube. The patient, about thirty-
seven years of age, had undergone castration on the
right side some five years previously so that it teas
necessary to preserve the remaining left seminal gland
if possible. The operation and results were successful.
Since hearing Dr. Keyes' paper, some months ago, on

epididymectomy for tuberculous infection, I have
performed the operation three times with excellent
results. In each case, however, I split the testicle, to
ascertain if it was perfectly free from the disease, and
when found normal it was closed with catgut and the
epididymectomy was then proceeded with. I place
great stress on the preliminary incision of the seminal
gland in order to discover its condition. This pro-

eedure has not been referred to by other surgeons, so
far as I am aware.

1. UNTOWARD SYMPTOMS DURING THE USE OF THE AIR
DI8TENTION URETHROSl'l ll'IO.

Dr. A. L. Chute: A case of considerable interest
that came uuder my observation recently was that of a
man about forty, who had been operated upon ten
years before for a tight stricture. His stricture had
recurred and I tried various bougies and filiforme with-
out getting into his bladder. The instrumental ¡mi
caused a little bleeding. After washing his urethra
with silver nitrate solution I introduced an air-dilating
endoscope and began to inflate his urethra. He re-
marked as I began the inflation that it made him feel
" queer," but as I supposed he simply felt a little air
escaping into his bladder I did not stop but proceeded
with the examination. The examination had lasted
several minutes when the patient suddenly sat up on
the table and said he felt faint. He immediately sank
back and became unconscious. He was cyanotic; we
could get no pulse; he did not breathe. We did arti-
ficial respiration for some time before he began to
breathe and his pulse became perceptible. For several
hours he was nauseated and had a rapid pulse of poor
quality. A day or two later he showed no ill effect
from this experience.

I took this to be an instance of mild air embolism.
That air under pressure had been forced into the
ruptured vessels. Later I learned that he had been
taking "dyspepsia tablets," probably containing
acelaiielid, in considerable numbers; whether or not
these played any part in his collapse Í cannot say. He
had no valvular heart lesion. This case seems to show
that it may be dangerous to distend with air under
pressure a urethra in which we have caused even a

slight abrasion.

2. UNILATERAL RENAL EXCRETION OF CALCIC OXALATE
CRYSTALS.

There is another case I wish to refer to briefly. A
few days ago I was asked to see a woman who had had
an acute pyelitis on her right. Three weeks before her
temperature had been 102°, and beside pus in her urine
there had been an enlarged tender right kidney. Her
history was that of several attacks of like character. I
catheterized both ureters simultaneously, and obtained
from the right side turbid urine, with clear urine from
t he left. I cut down upon the right kidney which was
considerably enlarged and, after separating very dense
perinephritic adhesions, fixed it in a better position.
The microscopic examination that I made later showed
that the turbidity of the urine from the right kidney
was due practically entirely to calcium oxalate crystals.
The urine contained only a few cells; no more than one
would often get from the trauinatism of ureteral cathe-
terization. The urine from the left ureter on the other
hand showed a few cells but not a single calcium oxalate
crystal.

This case seems to me very interesting as demonstrat-
ing that the kidneys may, in their excretion of mineral
material, work absolutely independently. I do not
remember to have seen references to instances of this
sort.

THE END RESULTS OF DIFFERENT METHODS OF
TREATMENT OF STRICTURE.

Dr. F. S. Watson : I began the practice of medicine
shortly after the time at which there occurred in New
York a somewhat stormy discussion upon the subject
of the treatment of stricture. The active participants
in the discussion were : Otis, Keyes, Sands, Wen- and
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Couley. They thrashed the subject out in so thorough
a way that they left very little to be said about it and,
as a matter of fact, I have heard very little of im-
portance added to it since that time.

There are, in general, two factors which we consider
when giving the preference to one or another method of
treatment for some special condition. These are its
safety as compared with that of other methods, and the
character of its results as compared with those ob-
tained by other methods. In the case of stricture of
the urethra, another clement comes in, viz., the nature
°t the stricture per se.

For example, as we all know, it is useless to attemptto treat resilient strictures by any method except that
01 Urethrotomy. It, is also futile to treat the worst
examples of extensive and very dense strictures of the
deeper parts of the urethra by any method other than
resection; whereas, the general run of strictures are
 airly amenable to treatment by gradual dilatation.

oo far as safety is concerned and so far as the con-

venience of the patient is concerned, we would all agreethat gradual dilatation was the method of choice. Wewould furthermore be in accord with regard to the
oilowing statements: The operative dangers attaching}° avulsion and to internal urethrotoniy, if the latter

f! ;!m,t('(l in its application to strictures which are not
irther from the meatus than five inches, and if the
Peration is performed with proper regard- to clean-
ness, is very small. The reason for the much higherperativp mortality which attends the operation of
 xii'inal perineal urethrotomy is that the operation is
one under circumstances which, in themselves, are

"•'."'Wtous, and not to the operation itself, which is one
<>> t he most trivial and safest of surgical procedures."' dancer accompanying this operation is not the'letermming of choice of method of treatment, for we

re obliged to do external perineal urethrotomy under
When we come to consider the other factor in the

™«»<» Of method of treatment, viz., the results which
inri- <

methods yields, their character very clearly
sh n i

t0 wllich form of treatment the preference'noulii be given. Gradual dilatation rarely cures, in
w» sense of the term which I mean to imply and which

willexplain in a moment. Divulsion results in cure

.,.,!, ,a verv small proportion of cases and in an im-
1 nant number it produces strictures thai are more

it \ a'!l resistant than those for the relief of which
.,„/,a? j ,le- Expert surgical opinion long since
i gated this operation to the class of obsolete pro-.; "'(>s' amongst which it properly belongs. Internal

u uiimtomv is the ovly method of treatment bv which
• miporhmt number of cures can be obtained. The

a-a smaller proportion of cures which follow the
I eriormaiice of external perinea] urethrotomy is to be
ont. I- -ln part' Presumably, by the fact that the

I nation is reserved, ¡„ „kiiiv iiis'tanccs, for the more

do, r! 7imS "f tlu' maladv, in part because of its beingone m the presence of urinary infiltration and in the
,J '"'. '.''auiiia and, finally, because the incision in
dressi 1 lts hoali»gis subjected to the irritation of
as ti, '

f •

' The results of resection are not so good'(i|. "°se oi internal urethrotomy, in a great majority
tinno Pasns; "Kam, because of the nature of the condi-tions presented. The cd results of this procedure
the „rt1 ,mu'h better than might be expected from
onlv * «

tho lesions. and whether or no it is the
ever, 5j° ered bv which we can secure a result of

a moderate permanence in certain of the cases.

airo lu- mention electrolysis. A good many years
voeátprfK method of treatment was strenuously ad-
the 4 •

0ne or two partisans. Several members ofAmerican Association of Genito-urinary Surgeons

gave it an impartial and full trial. Personally, I
applied it in 13 cases. The results were negative in
three; in one there appeared to be a temporary gain;
in the other nine, a marked increase in both the density
and contractility of the constriction occurred.

A moment ago, I said that I should explain what I
meant by cure as a result of the treatment of stricture.
The sense which I give to it is that the patient does not
require to pass instruments through the urethra in order
to maintain the full caliber or very nearly the full
caliber obtained by the treatment, whatever may have
been its nature. As I said before, there is but one
method of treatment by which an important number of
patients can be cured, in that sense, and that is the
method of internal urethrotomy. In my personal ex-

perience, 60% of the strictures treated by internal
urethrotomy and not located more than five inches from
the meatus have been cured. In a few instances, 1
have had to repeat the operation, having failed on the
first occasion to obtain a cure. I have had a much
smaller number of the patients upon whom external
perineal urethrotomy was done under observation than
those upon whom I have performed the internal opera-
tion or have treated by gradual dilatation. So far as

my observation allows me to judge, but a vary small
proportion of cures follows the external operation.

I have done resection but four times, and have had
no case in which a, positive cure resulted, but the re-
sults were encouraging in all of them.

I have not succeeded in obtaining more than ten or

twelve cures by means of gradual dilatation.
The question that is often asked is, " Why should the

incision of an internal urethrotomy operation differ
from (he cicatrices formed by other incisions with re-

spect to the contractility of the conncclive tissue which
constitutes it? " I do not know why, but the fact re-
mains that a, properly made incision of an internal
urethrotomy does not produce a cioatrix which causes

constriction of the urethra at the point at which it is
'made. As long ago as 1835, Rayvard proved that
longitudinal incisions of the urethra do not result in
contraction of its canal. This was experimentally
demonstrated by him; it was shown to be true of the
human subject also, a good many years later, by Perrin,
in the case of a patient upon whom he had performed
an internal urethrotomy three years previously.
Since that time, a very large number of observations,
some of them made clinically with the endoscope and
with other instruments, and a smaller number being
post-mortem observations, have accumulated to con-

firm the original ones. The besl personal demonstra-
tion that I have had has been in the case of two patients
who were subjected to internal urethrotomy, twenty-
one and twenty-two years previously. In neither of
these cases, was there the slightest contraction at the
site of the former strictures. In one of the cases, the
caliber of the stricture was 18 of the French scale; in
the other case, there were two strictures, one of which
was 20 and the other 16 of the French scale.

There is one thing that should be understood with
regard to the results obtained by internal urethrotomy,
viz., that 60%, of cures will not result from the operation
unless it be performed in the proper way under the
proper conditions, and unless the, after-treatment is
properly carried out. These conditions are as follows:
That the stricture is not one of such density and extent
as to make all methods of treatment except resection
useless. The stricture should not be located posterior
to five inches from the meatus. The operation must
not be performed in the presence of an acute or sub-
acute urethritis. The meatus must be cut to a size a
little larger than that of the normal caliber of the Ui 11 hi a

behind it. The strictured part of the canal must b< . m

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at SAN DIEGO (UCSD) on June 28, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



lo the normal size of the individual's urethra in each
case. Sounds of the full size of the urethra must be
passed every second day until the wound is closed.

One word with regard to what is meant by the nor-
mal size of the urethra. By its normal size, I mean
the caliber estimated in accordance with the scale of
measurements anil the rules set forth by the late Dr.
Messenden Otis, of New York. I should certainly not
think it worth while to call attention to these measure-
ments, were it not for the fact that, even at the present
time, there appears to be no comprehension of them,
except in this country, and also because even here they
appear to be in danger of being forgotten.

There is no other consistent or accurate method of
establishing the size of the canal than that laid down by
Otis. I confirmed personally his measurements many
years ago and fully satisfied myself as to their correct-
ness.

One word also with regard to the custom of tying a
eu licier into the bladder after the operation. In the
case of external urethrotomy, I place the catheter in
the bladder through the perineal incision and keep it
I here for the first twenty-four or forty-eight hours. In
I he internal urethrotomy operation, I do not employ
it, because of the urethritis which it so commonly
produces. It does not prevent contact of the urine
with the tissues.

Employed as Reginald Harrison advises, namely,
through an external perineal incision for the purpose
of diverting the urinary stream from the incision of an
internal urethrotomy and in order to avoid the occur-
rence of constitutional disturbance following the
operation, the catheter is, I think, of value, but it is
certainly not essential to the object in view, since con-
stitutional disturbance can be averted by the observ-
ance of urethra] asepsis in almost all cases in which
internal urethrotomy is done.

With regard to the method of attacking imper-
meable strictures of the bulbous portion of the canal,
1 prefer either to open the posterior part of the mem-
branous urethra just behind the stricture by means of
an open dissection of the perineum and to trnce the
canal through the strictured part, from behind for-
wards, or else to do so through a suprapubic cystotomy
incision. Dither one of these is preferable to the thrust
of Cock which had a vogue in England at one time, in-
to the suggestion made by Gibson with regard to hook-
ing the urethra from the rectum by a curved hook and
incising it.

In the case of very extensive stricture in its deeper
portions which involve the necessity of making long
incisions or resecting a part of the canal, I have been
content, to allow the urethra to heal over a catheter
passed through the whole length of the canal into the
bladder, in the former instances, and have not, found
it necessary after resection to unite the ends of the
divided canal. The mucous membrane shoots forward
from the posterior urethra ami backward from its
anterior part and makes a new and very serviceable
canal if allowed to heal over a catheter.

Till: CHOICE OF METHODS IN PERINEAL SECTION.
Dr. Huoh Cahot: Following the distinguished

example just set,, 1 have no paper.
1 feel obliged to make a few extenuating remarks in

regard to the operation of divulsion which has been
mentioned; the operation is still done, but not very
frequently, and I still cling to the belief that there may
be cases in which it is a desirable procedure. I see a
certain number of cases in which under anesthesia a
sound is passed, and in such cases there is very little
difference between ajsoundfused in that way and a
divulsor. The only case with which I am familiar, of

autopsy after a recent divulsion, was in a patient of the
late John Homans. He died from other causes, and
the autopsy showed an absolutely perfect cut along the
roof of the urethra; there was no reason why that
should have done less well than a similar cut made with
a urethrotome. It thus appears that with the opera-
tion of divulsion the urethra may crack or break in a

very regular way, so that it does not necessarily follow
that in the operation the urethra is mauled. However,
I have not myself regarded it as a good opérai ion.

In regard to the choice of met hods for dealing with
stricture of the deep urethra, I have no experience with
internal urethrotomy in strictures of the dee]) urethra;
1 t hink it has been largely abandoned.

All the operations which I shall discuss are types of
external urethrotomy, which come under the generalheading of perineal section. They have a double
object: First, the relief of back pressure and, second,the permanent improvement of the local condition. If
there is any choice between operations it is as regardstheir end results.

I take it that the most common operation is the
classical median perineal section cither for an im-
passable stricture or for one that will admit only a small
instrument. The median operation divides the stric-
ture, finds with ease or with difficulty the internal
orifice, dilates the deep portion of the canal with a
sound or the finger, a method not essentially different
from divulsion: in fact, it is described by Keyes as
divulsion, and puts in a perineal tube or catheter. In
this operation (and it is the one most commonly done)
no attempt is made to improve the local condition.
As we see these cases afterward, they are not materiallybenefited, unless they have been very closely watched.
But a great majority of hospital cases neglect them-
selves. They will not come back for the passage of
sounds. They wait until their urethne reeontract, and
then they come back and are operated upon again, and
this is repeated two to four times and each time with
an increase in the amount of scar tissue. The already
existing scar tissue, instead of being diminished, is
rather increased. The operation, especially if Un-
wound becomes at all infected, adds scar tissue; and
despite the rule that median longitudinal incisions are
not usually followed by contraction, I think that these
are generally followed by contraction. As 1 have seen
them it seems to me very doubt ful whether this typicalmedian perineal section permanently improves the
condition.

Perhaps the operation second in frequency is the
median perineal section accompanied by removal of
the scar tissue. This operation is described in all the
modern books. It is noticed at some length by Young.It is an attempt to remove (he palpable scar tissue
around the urethra, and is perhaps most applicable to
short narrow strictures. If applied to the cases where
there is a half inch or more of dense scar tissue in the
perineal bulbar portions of the urethra, the operationresults in a more or less moth-eaten condition of the
parts. When you have gotten through there is con-
siderable doubt as to what is urethra and what is peri'urethral tissue. The amount of normal mucous mem-
brane left behind is small, and the operation is certain
to be followed by a considerable amount of scar tissue,
so that, except in selected cases, it seems (o me of verydoubtful value. Young, however, notices it very
favorably. He has followed his cases and is satisfied
that they show better results than the cases of median
perineal section. But I doubt whether it absolutelydiminishes the amount of scar tissue.

An operation much less often done, but having some
merit, is the operation of resection. It is the operationof choice for traumatic stricture. These are typically.
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short strictures with a great deal of scar tissue. For
inflammatory strictures it has been performed for a
l(|iig time but never in great numbers of cases, and it
has never been very satisfactory. It has seemed to me,however, that it is an operation deserving more atten-
tion than is paid to it. I think the reason why it is no
more used is the fear that it will be difficult after re-
section to get the ends of the urethra together without
tension, which of course is essential to success. Unless
the ends of the urethra can lie made to practically lie
m contact, they will surely draw apart, and a long
''"'!; of sear tissue will result. I myself have not
dreaded to undertake it even in long strictures since a
case which came under my observation not long ago.Inis was the case of a boy who came into the hospitaleighteen months ago with a fracture of the pelvis with
displacement downward of the ascending ramus of the
pubes so that the membranous urethra was completelysevered. When he first came in Dr. Brewster was
Unable to find the posterior end of the urethra. He
"I "'icii behind the prostate, put in a catheter and the
hoy went home after recovery. Eight, months later he
returned with complete obstruction. An instrument
Passed into the anterior urethra came up against the
l'ont °f the fragment of the pubis. His bladder was

then opened above the pubis, and the finger passed into
™e Prostatic urethra went into a blind pocket. A
Granulating area was found in the bladder wall behind
'ie prostate through which a sinus went into the

Penncum. The bladder was now drained above the
Pubes. Ten days later the bladder was opened again,

he anterior urethra was found lying up in front of the
I'uhes and ending in a blind pouch. The membranous
urethra was practically gone and endccl at the apex of
jhe prostate behind the pubic bone. There was about
two and one-half inches to be made up there by some-
hmg. The dissection was carried back-ward and the

Pu »slate freed. The anterior urethra was then im-
i'ioliilized to above the peno-scrolal angle. The ends

icii came together without tension and without anyeoiisiderable deformity.If such a space as that can be as readily filled in, it,
seenis to me we need not be afraid of resect ing an inch or
more of the bulbar portion of the urethra for stricture.
j""v that Unie I have had several cases in which I

ave done this and have been verv favorably impressed\itli the results. The ends come together easily and
"e wound ¡s practically closed at once. 1 have never

»Ht the wounds open. At the end of a week a sound
mo .'''!"K'' ""' stricture with perfect ease, so much

re easily than through the cases of median perineal;''""'!< 'hat I am inclined to regard it as the less riskyoperation of the two.urthennore it seems to me quite possible actuallyenlarge the caliber of the urethra by this operation
 J cutting the ends on a bias and bringing them lo-

doi
" '-f" ¡' "U"'<' iMV("':|ble manner. This can easily be
en the anterior urethra is sufficiently mobilized^ätheeahber made sufficiently large.ne only other method in at all common use is the

,'er recent method of (he French school, of fisluliza-
,„,

' «"»is, opening the urethra behind the stricture
\" , ;'V|ng H, wide „pen. Where a considerable
', '!""! oí mucous membrane remains, it is stitched

»•skin. This list ula ¡sallowed to remain for eight
¡ M11 "s «> a year and a half, during which time the
(., "; "miatory tissue is absorbed, and the fistula is then
mako '•+ reported results are sufficiently good to
wlietl ¡T°m wcl1 W01'th trying. I have some doubt
favor average American patient would look with
of tii U|)°" a '^'i'leal opening existing for that length
the Vi"« i

l am not sure thatthat is not going to be
uitnculty in this country. Our patients are rather

fussy about having things in an apparently normal
condition. On the other hand, it is undoubtedly true
that by giving the tissue in that region sufficient time
to rest a considerable amount of absorption will take
place, and in very intractable cases il has distinctly
attractive possibilities.

A word or two about the teehiiic. The straight
median perineal incision lias very considerable dis-
advantages, especially for impassable strictures. It
frequently leaves us in the box so vividly described in
the textbooks where, after an unsuccessful search for
the posterior opening, it is found necessary to open the
bladder from above. This difficulty almost directly
results from the nature of the incision. F.very!hing is
in a vertical line, and if you get to the one side or the
other, or cut through the roof of (he met lira, you are lost.

I have found very useful the operation, using the
curved transverse incision. This is not new, but it
seems to me that it gives very distinct advantages. If
necessary, the whole deep urethra is exposed. In re-

viewing Dr. Young's article in which he describes his
technic, I said that 1 thought it might be difficult to
lind the urethra behind the stricture and get much help
in that way. But further experience has convinced
me that I was wrong. This method was of great value
to me in three recent cases in which 1 was unable to
lind the opening without the aid of atranverse incision.
In this way the membranous urethra was readily found
and the stricture divided ; the much freer incision of the
perineum I found helpful. I have been more or less
cramped by the old median incision which docs not
give much view aside from the stricture itself. The
transverse incision helps in finding the apex of the
prostate where the urethra is certain to be found ; t hen
there is no serious difficulty in finding the posterior
face of the stricture.

I do not expect in the future to have to do the supra-
pubic operation for these cases. It is difficult to see
how with a free incision it would lie impossible to find
the deep portion of the urethra.

There are some cases to which anything but, the
simple division of the stricture is inapplicable, especially
in those in which there has been recent inflammation.
Many of the cases have been stirred up so that the
anterior urethra is seriously damaged, and the con-

ditions are very unfavorable for resection. In these
cases the urethra may be opened at or behind the
stricture and the bladder drained, and later a re-

section may be done.
Du. J. B. Blake: Immédiate suture of the urethra

maybe attempted incases of external nethrotomy in
which a stricture of moderate extent and density has
been incised by a careful, accurate cut. In such cases

a large-sized rubber catheter is to be brought through
the entire length of the urethra, and the sut lire of the
perineal incision may be made in two layers with fine
calgut, or in a single layer, also of catgut. The edges
of the cut urethra itself cannot as a rule be approxi-
mated; but the muscle fibers and the peri-methral
tissues may be taken as a deep layer, and I he skin as a

second layer. The sutures should be interrupted: the
catheter should be removed after thirty-six to forty-
eight hours, and a sound passed carefully on the lift h
lo t he seventh day. Sterile dressings Bnould be changed
frequently and the urethra irrigated gently twice a

day after the removal of the catheter. In such cases

we may hope for favorable results; that is, practically,
first intention healing, with very little or no leaking of
urine from the first, in 20% to 50% of I he cases.

I should like to ask Dr. Watson about the cause of
death of the man who died after the passing of a sound.

Dr. Watson: In answer to a question by Dr. Blake
about death following the passage of a sound ;
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That was one of those eases in which we must attrib-
ute death to the so-called urethra] shock and not to
sepsis. Death, in this instance, look place within four
hours after the i list run icnt had been used. The patient
felt faint immediately upon the withdrawal of the
sound and almost at once, afterward, he had a severe
chill. Chills and periods of fainting succeeded each
oilier throughout the next hours until he died. It
resembled in its manifestations the sudden and un-
looked-for accidents, such as that, which was mentioned
by Dr. Chute in the case in which he attributed the
symptoms to air embolism; here, however, they were
called forth by the peripheral nerve impulse created by
the contact of the instrument with the urethra, and I
do not think we can regard this as having been a case in
which sepsis played any rôle at all.

Question. Was the urethra irrigated?
I hi. Watson: No, I think not.
In the early days of my practice I did not employufethral irrigation and, as a consequence, chill suc-

ceeded by more or less fever usually occurred but was
not of serious import, as will be seen by t he fact that the
operative mortality attending the performance of
internal urethrotomy was less than 1% and no death
has occurred in my private practice. It is interest-
ing to recall the fad that has been so often observed,
namely, I hat the deaths that have occurred in connec-
tion with the use of urethra] instruments have not been
in those instances in which extensive trauma has been
inflicted but have conspicuously happened in those in
which there has been lit I le if any injury.

Da. Alfred Mitchell, .In., of I'ortland, Me.: Mr.
President and Gentlemen, 1 have been very much
instructed by the papers of the evening. 1 feel I hat
I here is very little for me lo say.

In regard to gradual dilatation of the urethra, I
believe I hat is t he met hod of choice in the large majority
of strictures. And I have been much surprised in
reading the works on the subject to lind the methods
used for gradual dilatation. Nearly all the textbooks
will describe very fully the use of the whalebone fili-
form and tunnelled sound, and have litt le to say regard-
ing the filiforms and followers of the French pattern.
Hut it seems to nie that the French filiform has a

tremendous advantage over the whalebone; and if it
were more generally employed, the necessity for
urethrotomy would be less. 1 have frequently seen
cases where the whalebone form has been employed
without results, in which I lie kreuch filiform and fol-
lowers were perfectly successful. In fact, 1 have re-
peatedly observed cases in which previous dilatations
had been accomplished with much difficulty by the
whalebone pattern,

—

neglected strictures, where the
pat ici il s expressed great surprise at the ease with which
the operation was performed by means of the filiform
and followers, for these reasons I feel that if (he use
of the French instrument was more general, uret hrot

-omy would be done much less frequently.In regard to Dr. Cabot's paper on the choice of
methods, I have nothing to add. 1 think the pro-
cedures he recommends are certainly to be followed.

DR. C. (¡. CuMSTON: 1 fully agree with the view ex-

pressed by Dr. Watson that the results obtained in
urethra] operations are due largely to the proper
handling of I he case. The operation of internal
urethrotomy is one that requires very good technic;
and in this operation the choice of instruments is an

importan! one. I have used a number of urcthrotomes
and it seems to me that the most satisfactory one is the
old Ci iale. The only trouble with it has been a defect
in tin- construction. Those manufactured up to a few
years ago were made with the bulb, which hides the
baile, too large to pass by a small stricture. But now

there has been a modification whereby the blade is
narrower than in the original instrument, and the bulb
correspondingly reduced in size so that it will pass
through a very small opening.

1 have been a user of the Civiale instrument, and have
never found another instrument to take its place, with
one exception. That is the Maisonneuve. It is the
instrument of choice when you have a stricture closed
so tight ly as not to admit even the newer type of Civiale.
It has the advantage that you can use a filiform bougiewith it as a conductor. It, is a good instrument for this
purpose, but it is dangerous, for it is likely to cut too
deeply. It has lluce sizes of blades. I have alwaysused the number two, which is the medium size. The
smallest blade is too small to make a complete section
and the largest blade is dangerous as if cuts too deeply.

I wish I he gentlemen in their further remarks would
give a little detail as to their (echnic used in internal
urc! hrotomy.

DR. C M. Wm i'nuy: Regarding sudden deaths
following gradual dilatation of the urethra, I have one
case to report, which came under my observation eight
or ten years ago. It was that of a young man whom 1
had previously treated for chronic urethritis. At this
time his urethritis was cured, but he had left a spas-modic stricture, lie came in one afternoon, and 1
passed a sound just as I had done many limes before,
using, as I thought, no violence whatever. He returned
home and that night had a chill. His family physiciantelephoned to me next morning and 1 recommended
the usual procedures, lie died twenty-three hours
after passing the sound.

I was fortunate in having an autopsy in this case.
The cause of death was found to be acule septicemia.The autopsy was done by Dr. McGrath, because the
man had some financial trouble and his sudden death
gave rise to suspicion of suicide. In the Urethra there
was a small slit through which the end of the sound had
passed into the mucous membrane.

This case illustrated to me how easily the urethra
may be injured. 1 have no knowledge of any difficulty
whatever in passing that sound. Its withdrawal was
not followed by blood. I did not use silver nitrate, but
ai thai lime used permanganate of potash-forirrigating,which in my estimation is entirely useless.

1 wish to say a ïow words in reference to the gradualdilatation of strict tires; and that is that there are many
eases where ihe operative means will not be permitted.And Ihe cases which I especially wish to speak of are
the strictures of a caliber of nine, ten, or eleven French
in the deep urethra. They are surrounded by cicalri-
cial tissue, often having false passages made by in-
struments, and you call dilate with a bougie to number
ten or eleven, and then cannot get any further. In
these cases the French bougie followed by a sound
seems to me to be a very valuable instrument. I have
been using it in the past year and have had a number
of cases which failed to yield to other means of treat-
ment, in which operative means were out of the ques-tion ; and I found it very easy to dilate in this way upfrom ten to twenty or twenty-five, which is as high
as we should expect these strictures to be dilated.

I claim no originality in this, but wish to make a

preliminary report on what I propose to do. The idea
is this, to have a flexible bougie as a guide, which is very
much better than the whalebone bougie. In my
experience the whalebone is very inelastic and passesthrough a tortuous stricture with difficulty. The best
size of leader, it seems to me, is about a number three or
four French. On this instrument can be attached by ¡l
screw thread with perfect ease an ordinary sound of
smaller caliber than is safe to use without it. This
will follow perfectly the track of the guide.
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I have had great difficulty in getting these instru-
ments made. The ideal way is to have a uniform size
of bougie; and after inserting it through a tightstricture you can then attach possibly a number ten
sound which passes with] great readiness; you maythen remove the sound and screw on another size and
thereby dilate without losing the passage through the
stricture.

I have not all sizes at present because these French
hougies arc made on very different gauges. I am usinghere, as you see, two sizes for different sounds. Forges s making a uniform guage at my suggestion.In retention following strictures in which we cannot
dilate to admit the catheter, the only thing we can do
low is to insert a bougie and put the patient into a bath
and wait for it to dilate. In such case it would be a

peat advantage to have a catheter of a size about num-
"er twelve to be used with this attachment. Then if
w? ean get through at all with the bougie, we can follow
1 it h the catheter and relieve the retention of urine.

tn external urethrotomy it is of distinct advantageto have a guide in the urethra, and I propose to have a
grooved sound for this purpose, attached to the leader
i" t,i Same manner- Thus, when the set is completedi shall have to attach by a uniform screw thread to the
' aaer foui- sizes of sounds, ten,' twelve, fourteen and
?'xteen, a catheter and grooved sound. The F. H.

'kïms ^°-' bave aided me. greatly in working this
problem out, but it is not finished yet.
val 's' as I said, a preliminary report and I shall,me the criticism of the members of this society.

'

.

•'-'• Chute: There are two or three points in
'onnection with the subject under discussion on which

1 would like to say a word.
ur ti'St : *n regard to internal urethrotomy in the deep
Up i

" •Dr- Cabot spoke of that operation as havingoeen largely abandoned. I think that statement needs
" slight qualification, and we should put it, " largelyabandoned in this locality." Unless there has been a
"ange it has a considerable following in England.
...many cases it has seemed to me an extremelywwiBtactory operation when carried out with the

«laisonncuve instrument. I have done it a number of
wnes with good results. I think the fear of hemorrhage"eters some from the Maisonneuve operation. If the
nsu ument is held strongly depressed while cutting the

arc! f .?no is lik°ly to strike the deep veins under the
ho.1 °, the pubes and get free and sometimes severe

held°r'triagf "

 

If on the other hand the instrument is
hem u dur"ig cutting I have never seen troublesome
cooriI i age* I cut the stricture to 22, which makes a

SDefll/ t' and determines the line of cleavage, so to
I",,' -1 tben dilate with sounds up to the size of the
"caius and place a retention catheter in the bladder,

dissp r°Peratl0n of removing a part of the stricture by
havpin' the aeration advocated by Hartmann, I
at M f cî6 0nce with a poor result. The patient had
onór 7 i

ous stricture of long standing that had been
om tu afiluP°n twice before by divulsion. I dissected
covered •

S tÍ8sue on the floor of the urethra, then
tiss„n ln a catheter with a layer made of subcutaneous
màX a/ïl C0Vered that in turn with a second layer
traeHn I uu A short time after operation, con-

lonir ru gan t0 take Place and this man now has
sizes ¡it stncture. A few weeks ago it was several
facttífStSTv!an four ycars aS° and tbis in spite of the

IV • ,haVe Passed sounds at frequent intervals,
done n .ul'ethrostomy, Poncet's operation, I have
cedu. nco'mtending it at the time as a temporary pro-infiltto*- ,

Paient had fistulie following a urinaryturé n0" -that resulted from the divulsion of a stric-
I h„,i .""»'»ally he had eight fistula?, but some of them

aa ^e"1 able to close. Three stubborn fistula? re-

mained from which there was considerable suppuration
as well as leakage of urine during micturition. I did a

perineal section, brought the bladder end of the urethra
out and caught it to the skin, making a perineal meatus.
This cleared up his suppuration, prevented him wetting
himself during micturition and was in practically all
respects a great advantage. This patient lived some-

thing more than a year after operation and was very
comfortable during that time. His only inconvenience
was that he had to sit down to pass urine. There was
no tendency for the opening to contract. As the mem-
branous urethra was not interfered with, the patient
had perfect control. I believe that under rather ex-

ceptional conditions this operation is of great value.
Dit. F. J. Cotton: Gentlemen, I am very sorry that

I could not be here in time to hear the papers this
evening, but 1 was unavoidably detained.

All I know about strictures can be said in a very few
words, and so I have but little to say at this time. And
I suspect that part of what I say in regard to treatment
of strictures is heresy. In regard to operation or

gradual dilatation for stricture: Personally I am apt
to operate ; that is a defect of temper of mine. But the
more I see of these cases the more the conviction grows
on me that the good results of treatment of permeable
strictures come in those cases in which the surgeon is
not allowed to operate by the patient, and has had to
dilate. So that the more experience I have with them
the more I feel that in a great many of them operation
is not the best thing wc can do for them, not if we can

proceed in the other way ; and that the good permanent
results are likely to come not from operation but from
patient dilatation.

In regard to the operation: The choice of instru-
ments it seems to me is not of very great importance.
Either the Otis or the Maisonneuve will do, depending
on the familiarity which the surgeon has with the one
or the other. As to the operation, in cases where you
cannot get in a guide, the only thing to do is to get in.
For example, if you decide to operate after using the
suprapubic tapping, you are going to operate and you
have got to get in. If you can get in by the time-
honored way of finding the urethra, so much the better.
Skill in this technic is a personal matter which has to be
acquired by theindividual, and is not a matter that can
be transmitted from one man to another. In case one

cannot find the urethra in this way, and further search
may be a question of taking too long at the operation,
then it seems to me there are other things to do, and I
plead guilty to having done one of them in several in-
stances; that is, after going in and cutting down on the
urethra, if you cannot do better, go in with the sound
and plunge for the apex of the bladder, not with the
knife, but with the sound.

There is another operation which many of us have
done, but which has been published only recently; that
is, the operation by going behind the stricture by cut-
ting another working forward. The other way of gett ing
out of the difficulty is by a retrograde operation. 1
have been forced to that operation once, and it is much
better than fooling for several hours with external
urethrotomy without a guide.

As to the after-treatment : I leave the catheter in the
urethra as long as possible on the basis of forming a

scaffolding for the formation of new tissue. It will
grow better if you give it shape for the granulations ; so
that it is well to leave the catheter in place as long as
the patient will stand it.

Sounds: Pass them yourself and do not leave it to
the house surgeon to do. Beyond that I can say noth-
ing of the after-treatment.

(To be continued.)
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